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Abstract 
 
In Bangladesh, 74 percent of women age 20-49 are married by the age of 18. Objectives: 
This study aims to understand the association between age at marriage and attitudes 
towards violence against women. Methods: Randomized controlled trial data were 
collected from reproductive age women, their husbands, and mothers-in-law living in 
Nilphamari District, Bangladesh. Multivariate logistic regression analyses were used. 
Results: Older age at marriage was associated with a decrease in justification for wife 
beating. Conclusions: To improve women’s well being, policy change coupled with 
effective intervention methods must be applied. Intervention activities need to include 
household decision makers as well as young wives to effectively reduce the prevalence of 
violence against women in Bangladesh. 
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Background 
 
Early or child marriage is defined as any marriage that takes place before the age of 18 
(UNICEF, 2012). In Bangladesh, 74 percent of women age 20-49 are married by the age 
of 18, with a median age of marriage of 15.8 years (NIPRT, 2011). Under Bangladesh’s 
Child Marriage Restraint Act, 1929, a child marriage is defined as one in which the 
female spouse is under the age of 18 or the male spouse is under the age of 21 
(Government of Bangladesh, 2010). Marriage in Bangladesh is a social obligation for 
women, causing shame to them and their families if they remain single (Chowdhury, 
2004). This obligation for women to marry at least once in their life stems from “divine 
command” that women will “succumb to immorality, which is a violation of their 
chastity” if they are not given in marriage (Chowdhury, 2004). This idea of compulsory 
marriage applies loosely to men as well; however, Bangladeshi society does not question 
a single man, as male chastity is not valued as highly as female chastity (Chowdhury, 
2004). Early marriage and the tradition of purdah, which segregates women from the 
public by restricting their movement outside of the household, also controls female 
sexuality (Ahmed, 2000; Hossen, 2011; Chowdhury, 2004). Sexual purity is held in high 
regard; it is shameful for a family to have an unmarried, mature girl as she is seen as 
being unable to control her sexual desires (Chowdhury, 2004; Schuler, 2006). Some rural 
communities extend this tradition to believing that if a girl is not married by the time she 
reaches menarche she has dishonored her family (Chowdhury, 2004; Kamal, 2010; 
Schuler, 2006). 
 
Bangladeshi women do not hold the same status in society as their male counterparts; 
rather they are viewed based on their social role as daughter, bride, mother, wife, or 
widow (Chowdhury, 2004; Sayem, 2013). From the time of birth a girl is seen as a 
burden, and as she matures the likelihood of finding an eligible groom diminishes. 
Women do not typically earn their own living, and if they do, they are socially restricted 
from providing financial support to their natal families. Therefore, families seek 
financially stable boys or men to marry their daughters (Chowdhury, 2004; Fields, 2008). 
Bangladeshi society also believes that young girls are more likely to be fecund and less 
likely to have miscarriages, continuing the pervasive desire for young brides 
(Chowdhury, 2004; Schuler, 2006). 
 
Early marriage results in numerous adverse outcomes for women and their children, 
including lower educational attainment, lower social status, earlier childbearing, and 
higher rates of gender-based violence (GBV) (Chowdhury, 2004; Fields, 2008; Bates, 
2004; Kamal, 2010; Rahman, 2013). A girl who has attained higher education must pay a 
larger dowry to secure a husband with a higher educational status than her own (Fields, 
2008). However, husbands who are disproportionately more educated than their wives are 
more likely to display violence and unequal behavior. Tradition also believes that a 
highly educated wife is more likely to provoke marital discord by speaking out during a 
dispute with her husband (Rahman, 2013).  
 
In Bangladeshi society, the time of marriage often equates to the time of childbearing, as 
this is the first time that it is socially acceptable for a woman to be at risk of pregnancy 
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(NIPRT, 2011). Childbearing at a young age is a primary cause of morbidity and 
mortality during pregnancy, labor, and delivery and among infants and children (Bates, 
2004; NIPRT, 2011; Kamal, 2010; Schuler, 2006). Early childbearing places additional 
restrictions on the ability of girls to continue attending school or to engage in economic 
opportunities (NIPRT, 2011; Otoo-Oyortey, 2003). Due to the prevalence of early 
marriage in Bangladesh, the median age of women at first birth is 18 years, with 70 
percent of women having given birth by age 20 (NIPRT, 2011). 
 
Intimate partner violence (IPV), defined as physical, sexual, or psychological violence 
within the context of marriage or partnership, is the most prevalent form of GBV globally 
(CDC, 2013; Bates, 2004). IPV is a serious human rights abuse and substantially affects a 
woman’s physical, mental, sexual, and reproductive health (Garcia-Moreno, 2006; 
Carrillo, 2002). Early marriage perpetuates this risk of violence, as child marriage is 
significantly associated with higher rates of IPV when compared to rates among couples 
married after age 18 (Rahman, 2013). This increased risk is associated with decreased 
age, especially when there is at least a five-year age gap between the woman and her 
partner (Abramsky, 2011). Bangladeshi men marry at a median age of 24.2, over eight 
years later than women (NIPRT, 2011). This large difference in age may therefore result 
in unequal power dynamics within the household (Otoo-Oyortey, 2003). 
 
Bangladesh has among the highest rates of IPV globally: 61.7 percent of rural women 
report having ever experienced physical and/or sexual violence, with 31.9 percent of 
these women currently experiencing violence (Garcia-Moreno, 2006). One measure for 
determining the cause of this behavior is attitudes of acceptance towards wife beating. 
The 2011 Bangladesh Demographic and Health Survey found that one-third of women 
agree that a husband is justified in beating his wife for at least one reason, including 
burning the food; arguing with him; going out without telling him; neglecting the 
children; and refusing to have sexual intercourse with him (NIPRT, 2011). Supportive 
attitudes towards gender-based violence increase a woman’s risk of experiencing IPV 
(Rahman, 2013). Alternatively, empowered women are more likely to disagree with 
justifications for wife beating and experience lower rates of IPV (Rahman, 2013). 
 
Social risk factors for being a victim of or perpetrating IPV emerge within the family. A 
woman is more likely to become a victim of IPV if her mother was beaten by a partner. 
Similarly, a man is more likely to perpetrate IPV if he witnessed inter-parental violence 
and/or experienced child abuse (Abramsky, 2011). In Bangladesh a history of abuse is 
strongly correlated with the occurrence of IPV. A woman who reports that both her 
mother and her partner’s mother experienced abuse is more likely to experience IPV 
(Abramsky, 2011). An increased risk of IPV is also associated with women who 
experienced childhood sexual abuse and/or their partners having experienced childhood 
beatings. A woman is most at risk for IPV when both her and her partner have 
experienced abuse (Abramsky, 2011). Women and men who have experienced 
interpersonal violence as children have a normalized view of IPV and are therefore more 
likely to be involved in IPV. 
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These root causes of IPV extend into the community. In Bangladesh, completion of 
secondary school is strongly correlated with age of marriage for women. Women who 
have completed secondary school on average marry five years later than women with no 
education (NIPRT, 2011). Analysis from most countries shows that completion of 
primary school by both a woman and her partner is a protective factor against IPV 
(Abramsky, 2011). However, the secondary enrollment rate in Bangladesh is too low to 
obtain consistent data, again reflecting the issue of high dropout rates leading to early age 
of marriage and therefore increased risk of IPV. Primary completion rates are (less 
consistently) correlated with a decreased risk of IPV, especially when both the woman 
and her partner completed this level of schooling (Abramsky, 2011). 
 
Intra-household communication and decision-making are closely linked to the autonomy 
of women of reproductive age (Pandey, 2011; Senarath, 2009). In Bangladesh, the 
societal norm is that a married woman moves into the household of her husband and his 
family. The household hierarchy is governed by age and sex, placing women of 
reproductive age at the bottom of the power structure (Bloom, 2001; Sayem, 2013). Not 
only does this hierarchy influence a woman physically, such as poor nutritional status due 
to eating last or chronic fatigue from having to carry the burden of household chores, but 
it also removes her ability to make decisions or communicate her needs (Iyer, 2007). To 
reduce these disparities, Helen Keller International (HKI) Bangladesh developed the 
“Building Communities of Care” curriculum to help community members improve intra-
household listening and communication; improve personal recognition of values and 
develop self-worth; understand power dynamics and utilize them to strengthen 
themselves, their families, and their communities; stand up for themselves and practice 
assertiveness; and to think critically about gender inequalities and decision making 
processes. The curriculum is taught in four blocks to women of reproductive age, their 
husbands, and their mothers-in-law in three separate groups. 
 
The Building Equity in Agricultural Markets (BEAM) project aims to revise the current 
model of homestead food production, putting gender equity at the center of the livelihood 
strategy; creating expanded market opportunities for women; and deliberately seeking to 
transform gender relations at household and community levels (HKI, 2013). One aim of 
BEAM is to build social capital among the producer groups and between group members, 
facilitating dialogue, trust, and information sharing. This objective is met with the 
Building Communities of Care curriculum. The purpose of this research study is to learn 
more about how the Building Communities of Care curriculum has changed the lives of 
those involved in the BEAM project, specifically as related to gender dynamics and 
decision making in the household. To gain this understanding, our study sought to answer 
two questions: 1) does early marriage increase the risk of intimate partner violence 
among women in Rangpur Division, Bangladesh and 2) does the Building Communities 
of Care curriculum influence attitudes among women differently depending on their age 
of marriage? 
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Methodology 
 
Bangladesh is divided into seven administrative divisions. These administrative divisions 
are further divided into districts, upazillas, and, in rural regions, unions and mouzas. 
Participant households for the current study reside in Nilphamari and Kishoreganj 
Upazillas of Nilphamari District, Rangpur Division. Rangpur is located in the far 
northwestern region of the country, surrounded almost completely by India, and has the 
highest proportion (30 percent) of its population living in the lowest wealth quintile 
(NIPRT, 2011). Rangpur has the lowest median age at first marriage for women age 20-
24 at 15 years and women age 25-49 at 14.7 years. (NIPRT, 2011) Due to this young age 
at marriage, Rangpur also has the youngest median age at first birth among women age 
20-49 at 17.5 years. Forty-one percent of girls age 15-19 in Rangpur Division have 
already begun childbearing (NIPRT, 2011). 
 
Helen Keller International (HKI) tested the effectiveness of a gender equity curriculum 
on improving decision-making power of young women in Rangpur Division through a 
randomized controlled trial from May through October 2013. This innovative curriculum, 
Building Communities of Care, combines HKI’s Essential Nutrition Actions approach 
with key communication sessions from the Stepping Stones HIV prevention curriculum 
(Jewkes, 2013; Bradley, 2011), creating a gender transformative curriculum to improve 
gender equity and decision-making power of women of reproductive age in the household 
and community. Households (consisting of a woman of reproductive age, her husband, 
and her mother-in-law) from Nilphamari and Kishoreganj Upazillas were randomized 
into treatment (413 households) and control (419 households) groups by using 
probability-sampling techniques. Inclusion criterion for participants in the sampling 
frame was participation in HKI’s BEAM project. BEAM is a two-year project being 
implemented in Nilphamari District of Rangpur Division, Bangladesh and has established 
a total of 100 producer groups comprised of 18-25 women of reproductive age. These 
producer groups were developed under the BEAM project to provide nutritional and food 
security assistance to families in Nilphamari and Kishoreganj and to increase the 
participation of women in household food security activities. Through probability 
sampling techniques, 20 producer groups were randomly assigned to the treatment group 
and 20 to the control group. While not involved in producer group activities, husbands 
and mothers-in-law associated with the female participants were included in treatment 
and control groups, therefore ensuring that three members in each treatment group 
household and no members in control group households were receiving the curriculum. 
Randomization of the 40 producer groups was stratified by caseworker to ensure that 
groups were spread throughout the BEAM project area for a representative sample of 
Nilphamari and Kishoreganj Upazillas. 
 
The baseline evaluation was conducted in May 2013 as a household survey with the 832 
women of reproductive age who were randomized into treatment and control groups (see 
Table 1 for background characteristics of the study population). Data collectors trained 
by HKI staff gathered baseline data with handheld PDA devices. These data were then 
transmitted electronically to HKI research staff for compilation and analysis. 
 
 Page | 8 
The Building Communities of Care curriculum was taught from May through October 
2013 to women of reproductive age, their husbands, and their mothers-in-law 
simultaneously. The curriculum consists of facilitated dialogues on topics related to intra-
household power and communication, women’s income control, dowry, and family 
nutrition practices. The curriculum consists of 10 sessions with homogeneous groups and 
four community sessions where a random selection of 15 women, husbands, and mothers-
in-law are brought together. Each of the 10 curriculum sessions lasted approximately two 
hours. Groups met on a fixed day of the week every two weeks for a total of 20 weeks. 
Attendance was encouraged and records were kept; however, not attending a 
session/sessions did not result in a household losing benefits from the larger BEAM 
project. Study participants did not receive compensation for attending the curriculum 
sessions nor for completing the survey. Control participants did not receive any program 
outside of the ongoing BEAM activities. 
 
The endline data were collected in January 2014 and included responses from all 
curriculum session participants and control households. Mothers-in-law and husbands, 
included in the endline survey along with women of reproductive age, were not surveyed 
at baseline.  
 
The key outcome variable measures attitudes of women of reproductive age, their 
husbands, and their mothers-in-law towards violence against women. These questions 
were asked only during the endline survey. We utilized the Bangladesh DHS 
questionnaire on attitudes towards wife beating to inform the study questionnaire. We 
diverted from the DHS only on one category, replacing the option of justification for a 
husband to beat his wife if she burns the food with justification for a husband to beat his 
wife if she disobeys elders in the family. The questions and response options for the 
outcome variable are: 
 
Sometimes a husband is annoyed or angered by things that his wife does. In your opinion, 
is a husband justified in hitting or beating his wife in the following situations: 
If she goes out without telling him 
If she neglects the children 
If she argues with him 
If she refuses to have sex with him 
If she does not obey elders in the family 
 
This variable was recoded into a dichotomous outcome variable (yes/no response) of 
adequate attitudes toward wife beating and inadequate attitudes toward wife beating.  All 
women, husbands, and mothers-in-law who reported the “no” response to all five 
statements of justification for violence against women were coded one for adequate 
attitudes; inadequacy was defined as “yes” to one or more statements of justification 
(coded zero).  
 
The key independent variable tested was the age at marriage for women of reproductive 
age. This integer-response question was included in the endline questionnaire as: 
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At what age did you get married? (in years) 
 
This continuous variable was measured at endline and then recoded as categorical for 
analysis purposes. Age at marriage was grouped into extremely young (married under the 
age of 15), young (married under the age of 18), and legal (married at age 18 or older). 
 
To determine confounding effects, all continuous covariates were converted into 
categorical variables and included in the model. These variables include: exposure group, 
upazilla, age at baseline, years of education, number of children, and family composition 
(nuclear or joint) (see Table 1 for classifications).  All of these covariates were measured 
at baseline. 
 
Using multivariate logistical regression we determined the probability of adequacy or 
inadequacy of empowerment. The model takes the following form: 
 
𝑙𝑜𝑔𝑖𝑡(𝑝𝑖) = ln � 𝑝𝑖1 − 𝑝𝑖� =∝ +𝛽1𝑋1,𝑖 + 𝛽2𝑋2,𝑖 +⋯𝛽𝑚𝑋𝑚,𝑖 
 
The outcome variable, defined as pi, is the probability of an adequate outcome, and 1-pi 
the probability of an inadequate outcome.  Alpha represents the reference group and beta 
is a vector of the effects of the covariates. Explanatory variables are denoted by X for 
each respondent, i. The reference group was defined as one, with each odds ratio value 
less than one indicating a lesser likelihood than the reference population to respond 
adequately. Odds ratios greater than one indicate a greater likelihood of adequacy. Stata 
13.0 was used for the statistical analysis. 
 
 
Results 
 
At baseline, 832 women of reproductive age were surveyed. Ten percent of these women 
were under the age of 18, with only 1.08 percent being over the age of 25 (Table 1). This 
young demographic is reflective of the young age at marriage and childbearing in the 
study population. More than four-fifths of these young women were married before the 
age of 18 and only 13.22 percent did not yet have children. One-third (n= 254) of women 
were married before the age of 15. The mean age at marriage in the study population is 
15.4 years, consistent with the median age of 15 years among women age 20-49 in 
Rangpur Division (NIPRT, 2011). The age at marriage reported by women ranged from 
10 to 25 years. There were no differences found between the treatment and control 
groups at baseline, therefore indicating that randomization was successful. 
 
All three respondent groups (women of reproductive age, their husbands, and their 
mothers-in-law) have similar adequate and inadequate response rates to justifications for 
violence against women, as seen in Table 2. Among the women, 30.55 percent are 
inadequately empowered. This disempowerment is exacerbated by 28.68 percent of their 
husbands and 31.49 percent of their mothers-in-law justifying violence against women. 
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Table 1: Demographic Characteristics 
    Treatment   Control   Total 
    n %   n %   n % 
Upazilla                   
  Kishoreganj 210 50.85   210 50.12   420 50.48 
  Nilphamari 203 49.15   209 49.88   412 49.52 
                    
Current Age+                   
  <18 46 11.14   39 9.31   85 10.22 
  18-21 161 38.98   154 36.75   315 37.86 
  >21 206 49.88   226 53.94   423 51.92 
  Mean years = 21.38, 95% CI [21.17, 21.59]         
                    
Years of Education±                   
  None 38 9.43   36 8.78   74 9.20 
  Incomplete primary 92 22.83   105 25.61   197 24.23 
  Primary 59 14.64   70 17.07   129 15.87 
  Incomplete secondary 186 46.15   169 41.22   355 43.67 
  Secondary or higher 28 6.95   30 7.32   58 7.13 
  Mean years = 5.53, 95% CI [5.32, 5.73]           
                    
Number of Children 
 
              
  None 54 13.08   56 13.37   110 13.22 
  One 168 40.68   158 37.71   326 39.18 
  Two 154 37.29   154 36.75   308 37.02 
  Three or more 37 8.96   51 12.17   88 10.58 
  Mean number = 1.46, 95% CI [1.40, 1.52]           
                    
Family Composition                   
  Nuclear 223 55.33   242 59.02   465 57.20 
  Joint 180 44.67   168 40.98   348 42.80 
Age at Marriage                   
  <15 131 33.50   123 31.87   254 32.69 
  15-17 204 52.17   212 54.92   416 53.54 
  ≥ 18 56 14.32   51 13.21   107 13.77 
  Mean age = 15.4 years, 95% CI [15.27, 15.54]         
                    
Notes: No weights were used in calculating n’s and percentages. All missing responses were dropped. + There were only nine 
women over the age of 24 (25-40); therefore, this age group has been grouped with 21-24 to create the >21 age group                                                                                                                              
± Years of education are defined as: None= zero years; Incomplete primary= 1-4 years; Primary= 5 years; Incomplete 
secondary= 6-9 years; Secondary or higher= 10+ years.  
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Table 2: Empowerment Characteristics   
        Treatment   Control   Total 
        n %   n %   n % 
Attitudes towards violence against 
women (woman)                 
Adequate empowerment 273 70.36   268 68.54   541 69.45 
Inadequate empowerment 115 29.64   123 31.46   238 30.55 
Attitudes towards violence against 
women (husband)                 
Adequate empowerment 229 72.01   241 70.67   470 71.32 
Inadequate empowerment 89 28.99   100 29.33   189 28.68 
Attitudes towards violence against 
women (mother-in-law)                 
Adequate empowerment 167 67.89   168 69.14   335 68.51 
Inadequate empowerment 79 32.11   75 30.86   154 31.49 
Notes: No weights were used in calculating n’s and percentages. All missing responses were dropped.    
 
 
With husbands and mothers- in-law traditionally taking control of household decisions in 
Bangladesh, their attitudes play a large role in the empowerment of young wives. There is 
no significant difference in adequacy of responses between the treatment and control 
groups. 
 
When comparing adequacy by age at marriage in Table 3, we see a general trend among 
all response groups of increased inadequacy with decreased age at marriage, and 
increased adequacy with increased age at marriage. Among women of reproductive age 
in the control group, 39.69 percent who were married under the age of 15 years justified 
wife beating compared to 23.21 percent who were married over the legal age of 18 years. 
Similarly, in the treatment group, 36.59 percent of women who were married under the 
age of 15 years justified wife beating compared to 17.65 percent who were married over 
18 years of age. This trend was also seen among the husbands and mothers-in-law of 
these women. Over one-fourth of husbands in the treatment group who married a wife 
when she was under the age of 15 justified wife beating compared to 15.69 percent who 
married a wife who was over the age of 18. 
 
The logistic regression model found significant associations between age at marriage and 
attitudes towards violence against women. Women who married between the ages of 15-
17 (n=416) are 1.66 times more likely to reject wife beating than their peers married 
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Table 3: Age at marriage and attitudes towards violence against women           
          Treatment     Control 
          Age at marriage     Age at marriage 
        <15 15-17 ≥18   <15 15-17 ≥18 
        n % n % n %   n % n % n % 
Attitudes towards violence against 
women (woman)                           
Adequate empowerment 78* 63.41 151 71.23 42 82.35 
 
79* 60.31 146 71.57 43 76.79 
Inadequate empowerment 45 36.59 61 28.77 9 17.65 
 
52 39.69 58 28.43 13 23.21 
Attitudes towards violence against 
women (husband) 
             Adequate empowerment 89 72.39 164 77.36 43 84.31 
 
90 68.7 153 75 47 83.93 
Inadequate empowerment 34 27.64 48 22.64 8 15.69 
 
41 31.3 51 25 9 16.07 
Attitudes towards violence against 
women (mother-in-law) 
             Adequate empowerment 93 75.61 170 80.19 45 88.24 
 
95* 72.52 174 85.29 47 83.93 
Inadequate empowerment 30 24.39 42 19.81 6 11.76 
 
36 27.48 30 14.71 9 16.07 
                                  
Notes: Level of significance: * p<0.05, ** p<0.01, *** p<0.001                       
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Table 4: Association of Empowerment Status with Age at Marriage     
    
Attitude towards violence 
against women (woman)   
Attitude towards violence 
against women (husband)   
Attitude towards violence 
against women (mother-in-law) 
Upazilla           
  Kishoreganj 1.08 (0.79, 1.48)   1.19 (0.85, 1.67)   1.17 (0.82, 1.69) 
  Nilphamari 1.00   1.00   1.00 
Randomized Group           
  Treatment 0.92 (0.67, 1.25)   0.85 (0.61, 1.19)   1.06 (0.74, 1.52) 
  Control 1.00   1.00   1.00 
Age (years)           
  <18 1.00   1.00   1.00 
  18-21 0.96 (0.55, 1.69)   1.09 (0.60, 2.01)   1.19 (0.63, 2.26) 
  >21 1.19 (0.65, 2.19)   1.25 (0.64, 2.43)   1.19 (0.59, 2.39) 
Education           
  None 1.00   1.00   1.00 
  Incomplete primary 1.22 (0.50, 2.97)   0.87 (0.32, 2.35)   0.77 (0.27, 2.20) 
  Primary 1.01 (0.47, 2.16)   0.75 (0.31, 1.78)   0.73 (0.29, 1.83) 
  Incomplete secondary 0.87 (0.40, 1.88)   0.58 (0.24, 1.40)   0.63 (0.25, 1.61) 
  Secondary or higher 0.81 (0.40, 1.64)   0.67 (0.30, 1.51)   0.77 (0.32, 1.82) 
Number of Children           
  None 0.94 (0.43, 2.03)   1.46 (0.63, 3.35)   1.06 (0.42, 2.67) 
  One 0.89 (0.48, 1.64)   1.34 (0.70, 2.56)   0.83 (0.40, 1.70) 
  Two 0.99 (0.57, 1.73)   1.02 (0.57, 1.82)   0.82 (0.43, 1.58) 
  Three or more 1.00   1.00   1.00 
Family Composition           
  Nuclear 0.76 (0.54, 1.06)   1.05 (0.74, 1.50)   1.44 (0.98, 2.11) 
  Joint 1.00   1.00   1.00 
Age at Marriage           
  <15 1.00   1.00   1.00 
  15-17 1.66 (1.17, 2.35)**   1.27 (0.88, 1.85)   1.70 (1.14, 2.54)** 
  ≥18 2.41 (1.36, 4.27)**   2.04 (1.08, 3.84)*   2.13 (1.10, 4.10)* 
              
Notes: Level of significance: * p<0.05, ** p<0.01, *** p<0.001         
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under the age of 15. This trend continues among women who married older such that a 
woman married above the legal age of 18 is 2.41 times more likely to reject wife beating 
than a woman married under the age of 15. This is seen among husbands and mothers-in-
law as well. There is a significant decrease in acceptance of wife beating if a man marries 
a woman when she is 18 or older. A man who married a woman when she was between 
15 and 17 years old is 1.27 times more likely to reject wife beating than a man who 
married a girl under the age of 15. Men who marry women who have reached the legal 
age of marriage are 2.04 times more likely to reject wife beating. The mother-in-law 
plays an influential role in empowerment of young wives as well. A woman with a 
daughter-in-law who married over the age of 15 or over the age of 18 is significantly 
more likely to reject wife beating. A mother-in-law is 1.70 times more likely to reject 
wife beating if her daughter-in-law married between the ages of 15 and 17. This 
probability further increases if the woman married at a legal age, with the mother-in-law 
being 2.13 more likely to reject wife beating if her daughter-in-law was married at 18 
years or older. Age at marriage was the only independent variable to be significantly 
associated with outcome variables of attitudes towards wife beating. 
 
Randomization into the treatment group, as seen in Table 4, is not associated with more 
equitable attitudes towards wife beating. Interactions between age at marriage and 
treatment group were also tested to determine effectiveness of the intervention on 
influencing age at marriage groups differently. None of the interactions were significant, 
indicating no change in attitudes towards violence against women that is attributable to 
the curriculum for any age at marriage group (not shown). 
 
 
Discussion 
 
Results from this study find that the age at which Bangladeshi women marry plays an 
important role in the attitudes of her, her husband, and her mother-in-law on IPV. In 
Bangladesh, marriage for women is illegal before the age of 18; however, over 85 percent 
of the women surveyed were married before this age. Less than 14 percent of these 
women were married over the legal age of 18, exemplifying the lack of policy 
enforcement surrounding child marriage in rural Bangladesh. As the age of marriage 
increases, women, their husbands, and their mothers-in-law are less likely to justify any 
reasons for wife beating. Girls who married at an extremely young age (younger than 15 
years old) have less empowered attitudes and are married to husbands who have similarly 
inequitable attitudes. This trend is also seen among mothers-in-law, who are important 
decision makers in the household. Marrying young (between the ages of 15 and 17) still 
correlates with gender inequitable attitudes; however, this delay in marriage significantly 
influences how a woman, her husband, and her mother-in-law view the acceptability of 
wife beating. Women who marry above the legal age of marriage are less likely to accept 
wife beating or to have a husband or mother-in-law who justify reasons for wife beating. 
Therefore, delaying marriage increases a woman’s empowerment and reduces her risk of 
IPV. 
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Bangladeshi women are in a submissive position in society. Many women consider 
themselves inferior to men, resulting in further inequality (Sayem, 2013). We can see this 
trend is the case in the study population; a higher (although not significant) percentage of 
women and their mothers-in-law justify one or more reasons for wife beating than their 
husbands. This indicates a need to include both men and women in intervention activities 
that work to change gender inequities. 
 
The findings from this study are similar to others in showing a relationship between child 
marriage and inequitable attitudes towards GBV. Rahman’s 2013 article on gender 
inequity and the predictors of IPV in Bangladesh draws similar conclusions to those 
presented here. However, Rahman’s article focuses on the outcome of IPV perpetration, 
whereas this study measures attitudes justifying IPV. Also, Rahman used DHS data that 
only included responses from married women, while here the attitudes of women, 
husbands, and mothers-in-law were examined (Rahman 2013). While this study does not 
add new finding to the literature, it supports the association between child marriage and 
attitudes towards IPV found elsewhere (Chowdhury, 2004; Fields, 2008; Bates, 2004; 
Kamal, 2010; Rahman, 2013). 
 
Two interventions focused on reducing incidence of GBV that have been rigorously 
tested and proven effective include the IMAGE study and Stepping Stones, both in South 
Africa. IMAGE uses access to microfinance, coupled with participatory training on HIV 
risk and prevention, gender norms, domestic violence, and sexuality, to reduce IPV. In 
this model, women form groups and act as each other’s guarantors on loans. Therefore, 
all members must repay their loans in full before any group member qualifies for more 
credit. The integrated training focuses on strengthening leadership, communication skills, 
and critical thinking. Once women have received trainings and are engaged in the group 
microfinance component, youth and men in the community are recruited for group-based 
learning sessions. The randomized cluster trial found outcomes of decreased sexual 
violence by over 50 percent among the treatment group and increasingly progressive 
attitudes towards IPV (Kim, 2007).  
 
Stepping Stones, the intervention that the Building Communities of Care curriculum is 
modeled after, couples HIV prevention messages with participatory activities to improve 
gender equity. The study methodology was a survey questionnaire with in-depth 
interviews and focus group discussions. Results found a lower proportion of men in the 
intervention group self-reporting the perpetration of IPV and the purchase of sex as 
compared to the comparison group. Men in the intervention group also reported more 
gender equitable attitudes at endline and indicated having more equitable relationships 
with their partners. Women reported a reduction in experiencing sexual or physical IPV. 
Interventions with messaging focused on GBV and IPV, such as Stepping Stones and 
IMAGE, may prove more effective in settings such as Bangladesh, since the Building 
Communities of Care curriculum does not directly address GBV. 
 
Interventions specifically aimed at preventing child marriage also need to be considered 
to reduce rates of IPV. These interventions must work to overcome the challenges posed 
by numerous traditions and beliefs that lead to girls being married off before the age of 
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18, including the cultural values surrounding marriage, childbearing, gender norms, and 
kinship. They must also include various approaches, including improving education, 
increasing household income, creating safe spaces, and increasing access to family 
planning and reproductive health services (Hervish, 2011). The systematic review 
conducted in 2011 by the International Center for Research on Women (ICRW) 
highlights initiatives to prevent child marriage that have been evaluated to better 
understand what has worked and how these programs may be replicated in a variety of 
diverse settings (ICRW, 2011). For example, the Apni Beti Apna Dhan program in 
Haryana, India offers financial incentives to families that give birth to a daughter. At 
birth the parents receive a cash grant and a savings bond that is redeemable at the girl’s 
18th birthday, given that she is unmarried (Sinha, 2009). This methodology of providing 
an incentive to families to delay marriage of their daughters reverses the traditional 
incentive to marry them off at a young age to reduce the economic burden on the family. 
 
The Population Council is implementing Berhane Hewan in Ethiopia, an intervention to 
protect and support girls at risk of early marriage and already-married adolescent girls. 
The program combines social mobilization, livelihood skills training, and community 
engagement (Erulkar 2007). The evaluation of Berhane Hewan found an overall decrease 
in child marriage among participants from 10 to two percent. The proportion of girls’ age 
10 to 14 years in the control group married in the previous year increased from two to 
five percent, while none of the 10 to 14 year-old in the intervention group were married. 
Addressing numerous factors, including education, economics, and social networks, can 
effectively reduce rates of child marriage. Additionally, this program demonstrates that, if 
done correctly, changes can be seen within a short period of time (Hervish, 2011). 
 
PRACHAR, an intervention in Bihar, India successful at increasing age at marriage, 
involves unmarried adolescents; young married couples; parents and in-laws; and 
influential community members. Information including reproductive health, childbearing, 
birth spacing, and communication skills is provided to each of these parties through 
dynamic activities and messaging systems. For example, newlywed young couples are 
thrown “infotainment” parties, reproductive health messages are disseminated through 
community murals and street theater, and female workers visit young married women to 
discuss the benefits of delayed childbearing. Evaluation of the program found that age at 
marriage among girls who participated in intervention activities increased by one and a 
half years (Rahman, 2010). 
 
In Bangladesh, as in many countries with high rates of child marriage, the entire 
household makes decisions surrounding marriage and childbirth. Interventions that 
effectively delay marriage involve a combination of strategies, including empowering 
girls; educating and mobilizing families and community members; improving access to 
education; providing economic incentives to girls and their families; and fostering an 
enabling legal framework. The most successful of the interventions always include 
education and mobilization of families and community members (ICRW, 2011). The 
Building Communities of Care intervention recognizes the important role families play in 
female empowerment as it works with not only girls and their husbands, but their 
mothers-in-law, who are pivotal figures in reducing incidence of IPV. Based on 
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evaluation findings from other programs, the curriculum may be more successful with 
additional components, including economic incentives and the creation of safe 
community spaces for girls. 
 
This study, while rigorous in design, has several limitations. One limitation may be due 
to the population from which the randomized sample was selected. Participants in this 
study were beneficiaries from the larger food security and nutrition intervention, BEAM. 
Exposure to the BEAM project may have influenced attitudes and behaviors compared to 
surrounding populations, therefore biasing results from the randomized controlled trial. 
Another limitation was an inconsistency in questions being asked at baseline and endline. 
To get a more robust understanding of changes in attitudes towards GBV, the justification 
for wife beating questions should be included in the baseline questionnaire as well as at 
endline. The baseline survey was conducted before the objective was added to understand 
changes in attitudes towards GBV, as discussions on GBV were not explicitly included in 
the curriculum. The baseline survey focused on the Women’s Empowerment in 
Agriculture Index indicators, looking at women’s role in productive and household 
economic activities. However, as the various facets of empowerment were further 
explored in the literature, the inclusion of questions measuring attitude towards wife 
beating seemed appropriate. Women were also the only respondents to the baseline 
survey, whereas their husbands and mothers-in-law were also surveyed after the 
intervention period. These inconsistencies greatly limit the findings from this study and, 
while a randomized controlled trial, remove the ability to draw causation from the results. 
 
Programs promoting female empowerment and prolonged education will continue to 
promote the increase in age of marriage for women in Bangladesh; however, men must 
also provide support to prevent an increased risk of IPV as women become more 
autonomous. Further research studies looking at the associations between age at marriage 
and attitudes towards violence against women need to examine the attitudes of a 
woman’s mother as well as the woman’s mother-in-law. While the mother-in-law makes 
decisions on behalf of a woman once she is married, including being a primary influence 
on age of childbearing, the mother of the woman influences age at marriage. 
Incorporating the families of young girls and boys into interventions, as well as the 
families of already married women, may more effectively encourage an increase in the 
age of marriage and a reduced prevalence of IPV. 
 
 
Conclusions 
 
Trends from the 2011 Bangladesh Demographic Health Survey (NIPRT, 2011) find that 
the proportion of women marrying before the legal age of 18 has decreased from 73 
percent to 65 percent between 1989 and 2011; however, the majority of Bangladeshi 
women are still marrying before the age of 18, with a disproportionate number of these 
women residing in rural areas (NIPRT, 2011). To improve the well being of Bangladeshi 
women, including decreased attitudes of acceptability of violence against women, policy 
change coupled with effective intervention methods must be applied. Specifically, the 
Child Marriage Restraint Act must be strengthened and enforced. The Act currently 
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punishes any individual marrying a child, solemnizing a child marriage, or parent or 
guardian concerned in a child marriage with “simple imprisonment which may extend to 
one month, or with fine which may extend to one thousand Taka [approximately $12.85], 
or both” (Government of Bangladesh, 1929). However, this process of prosecuting any 
involved parties does not invalidate the marriage (Dhaka US Embassy, 2013). 
 
Births and marriages often occur undocumented, reinforcing the cultural tradition of early 
marriage. In Rangpur, the births of only 33.1 percent of children are registered, with only 
22.8 percent holding birth certificates (NIPRT, 2011). Unreliable registration perpetuates 
high rates of child marriage. The Convention of the Elimination of All Forms of 
Discrimination against Women declares that any child marriage is illegal and official 
registration of marriages must be made compulsory (OHCHR, 1979). Strengthening the 
documentation of births and marriages is a first step towards improving enforcement of 
the Child Marriage Restraint Act. However, law enforcement officials and community 
stakeholders, including government and religious leaders, must monitor this 
documentation. 
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